The early diagnosis of cardiac tumours is important because most are benign and may be amenable to curative resection. Fifty per cent are myxomas, commonly in the left atrium, and the rest are a wide variety of different histological types, benign and malignant. Initial misdiagnosis is common, and it was only as recently as 1951 that the first myxoma was correctly diagnosed and successfully treated.'
Cardiac tumours may present in three ways. Symptoms may be due to haemodynamic effects, embolic events, or systemic upset.2 Left atrial myxomas are often attached by a pedicle to the atrial wall in the region of the fossa ovalis and may interfere with the function of the mitral valve, and occasionally they have been discovered at operation for mitral stenosis. Myxomas are friable and gelatinous and readily fragment giving rise to microemboli and macroemboli; indeed cardiac myxomas have been diagnosed on several occasions after arterial embolectomy.3 Finally, in a number of cases constitutional upset dominates the clinical presentation.
In some of these patients a collagen vascular disease is diagnosed and they are treated with corticosteroids. We Case reports CASE 1 A 32 year old woman presented in the twentieth week of pregnancy with right sided chest pain and exertional dyspnoea. She gave a history of transient erythematous rashes, fleeting arthralgia, and Raynaud's phenomenon. Initial examination showed no abnormality but symptoms persisted and 12 weeks later she developed ankle oedema and tender hepatomegaly. Cardiac auscultation was normal but the jugular venous pulse was increased by 4 A search for antibodies to nuclear antigens (ANA), extractable nuclear antigens (ENA), and DNA proved negative, raising doubts about the diagnosis. Moreover, 24 hour urinary protein excretion was only 150 mg. A total of six M mode and cross sectional echocardiograms were performed, but only the last of these showed the presence of a mass in the right atrium. A computed tomographic scan of the heart and mediastinum confirmed this finding.
An exploratory thoracotomy showed an extensive infiltrating mass within the pericardium. No attempt was made to remove the tumour. Two days after the operation the patient delivered a 28 week old fetus which survived, but the patient died shortly afterwards. Necropsy showed that the right atrium and part of the great vessels were encased in solid tumour. Histological examination of the tumour indicated that it was a pleomorphic rhabdomyosarcoma. There was no evidence of metastatic spread. o, operative specimen; n, necropsy specimen; NSAIDS, non-steroidal anti-inflammatory drugs; ACTH, adrenocorticotropic hormone.
When clinical features in patients with occult cardiac neoplasms suggest collagen vascular disease, laboratory findings seldom support the diagnosis. Table 1 lists some of these. Non-specific abnormalities, such as a raised erythrocyte sedimentation rate, anaemia, and raised serum globulin concentrations, are common.
Only one patient had a positive antinuclear antibody test (with a titre of 1/648), however, and tests for lupus erythematosus cells, rheumatoid factor, and complement depletion were consistently normal. The absence of supporting laboratory evidence should always cast doubt on the diagnosis of connective tissue disease or vasculitis. There has been considerable interest in the clinical entity "antinuclear antibody-negative lupus" but in such suspected cases antibodies to Ro and La antigens ("SS-A and SS-B"-antibodies commonly present in Sjogren's syndrome) should always be sought and may help to establish the diagnosis.'7 
